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National Colorectal Cancer 
Awareness Month — March 2003 


March is National Colorectal Cancer Awareness 
Month. This national health observance serves to 
increase public awareness about the disease burden of 
colorectal cancer (i.e., cancer of the colon or rectum) 
and to encourage adults aged >50 years to reduce their 
risk through regular screening examinations. Colorectal 
cancer is the second leading cause of cancer-related death 
in the United States. During 2003, an estimated 147,500 
new cases and 57,100 deaths will occur (/). However, 
despite recommendations for screening, many persons 
who are at risk for colorectal cancer are not 
being screened. 

CDC’s Colorectal Cancer Prevention and Control Ini- 
tiative raises public awareness through the “Screen for 
Life” campaign, which communicates the importance 
of regular screening for adults aged >50 years, and “A 
Call to Action,” an education program designed to raise 
health-care providers’ awareness and knowledge about 
prevention and early detection. CDC also works with 
partners to support the National Colorectal Cancer 
Roundtable, a coalition of organizations that educates 
health-care providers and the public about screening. 
Finally, CDC funds comprehensive cancer control pro- 
grams to integrate a full range of cancer control activi- 
ties, improve community-based education and health 
promotion, and target at-risk populations. 

Additional information about colorectal cancer aware- 
ness and provider training materials are available from 
CDC at http://www.cdc.gov/cancer/screenforlife and 
http://www.cdc.gov/cancer/colorctl/calltoaction. 
Reference 
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Colorectal Cancer Test Use 
Among Persons Aged >50 Years — 
United States, 2001 


Colorectal cancer is the second leading cause of cancer- 
related death in the United States (/). The lifetime risk for 
having colorectal cancer diagnosed is 6% (2). Screening mea- 
sures decrease the incidence and mortality of colorectal can- 
cer by detecting early disease and removing precancerous 
lesions (3). The U.S. Preventive Services Task Force recom- 
mends routine cancer screening for U.S. adults aged >50 years 
with one or a combination of the following screening options: 
annual home fecal occult blood testing (FOBT), sigmoidos- 
copy every 5 years, colonoscopy every 10 years, or double 
contrast barium enema every 5 years (3). To estimate rates 
and evaluate trends for colorectal cancer test use among U.S. 
adults aged >50 years, CDC analyzed data from the 2001 
Behavioral Risk Factor Surveillance System (BRFSS) on the 
use of FOBT and sigmoidoscopy/colonoscopy and compared 
the data for 2001 with those for 1997 and 1999. This report 
summarizes the results of that analysis, which indicate that 
despite small increases in the self-reported use of colorectal 
cancer tests, screening rates remain low. Efforts to increase 
awareness and encourage regular colorectal cancer screening 


should continue. 
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BRFSS is a state-based, random-digit—dialed telephone sur- 


vey of the civilian, U.S. noninstitutionalized population aged 


>18 years. In 2001, all 50 states, the District of Columbia, 
Puerto Rico, the Virgin Islands, and Guam participated in 
BRFSS. Respondents aged >50 years, the age group for which 
colorectal cancer screening is recommended, were asked 
whether they ever had used “a special kit at home to deter- 
mine whether the stool contains blood” (FOBT), whether 
they ever had “a tube inserted through the rectum to view the 
bowel for signs of cancer or other health problems” (sigmoi- 
doscopy/colonoscopy ), and when these tests were last per- 
formed. For this report, both sigmoidoscopy and colonoscopy 
are described as “lower endoscopy.” 

Previous reports have examined lower endoscopic surveil- 
lance within 5 years as a measure of compliance with screen- 
ing guidelines (4). Because BRFSS could not differentiate 
between sigmoidoscopy and colonoscopy, for this survey, the 
surveillance period was 10 years to include those undergoing 
colonoscopy. Any respondents reporting lower endoscopy 
within 10 years were considered to have been screened within 
the recommended period. Percentages were estimated for pet 
sons aged >50 years who had reported FOBT ever and within 
the 12 months preceding the survey, lower endoscopy ever 
and within 5 and 10 years preceding the survey, and FOB] 
within 12 months and/or lower endoscopy within 10 years 
preceding the survey. 

For the 2001 BRFSS, the median state response rate was 
51.1% (range: 33.3%—8 1.5%) using the CASRO method (5). 
\ total of 87,729 persons aged >50 years responded. Responses 
coded as “don't know/unsure’” or “refused” were excluded from 
analysis (3%—4%). Proportions, standard errors, and 95% 
confidence intervals were calculated by using SAS v8 and 
SUDAAN. Data were weighted to the age, sex, and race 
ethnicity distribution of the adult population in each state by 
using intercensal estimates and age standardized to the 2001 
BRFSS population. Estimates for the percentage of adults aged 
-50 years who self-reported receiving either FOBT within 12 
months or lower endoscopy within 5 years (1997 and 1999 
surveys did not include responses within 10 years) were com- 
pared for 1997, 1999, and 2001. 

In 2001, an estimated 44.6% of adults aged >50 years had 
ever had FOBT, and 47.3% had ever had a lower endoscopy. 
An estimated 23.5% had FOBT within 12 months; 43.4% 
had lower endoscopy within 10 years; 53.1% had one or both 
tests within the periods described (Table). By state, the esti- 
mates for FOBT within 12 months ranged from 6.8% in 
\labama to 34.5% in Maine; for lower endoscopy within 10 
years, estimates ranged from 28.4% in the Virgin Islands to 


58.5% in Minnesota. The estimates for reporting either FOB] 
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within 12 months and/or lower endoscopy within 10 years 
varied by state from 42.2% in Oklahoma to 65.3% in the 
District of Columbia (Figure 1). 

The percentage of persons aged >50 years W ho had received 
FOBT within 12 months was 19.4% in 1997, 20.4% in 1999, 
and 23.5% in 2001. For lower endoscopy within 5 years, the 
proportions were 29.9%, 33.3%, and 38.7%, respectively 
(Figure 2). 

Reported by: / Seeff; MD, M Nadel, PhD, D Blackman, PhD, Div of 
Cancer Prevention and Control, National Center for Chronic Disease 


Prevention and Health Promotion; LA Pollack, MD, EIS Officer, CD 


Editorial Note: The findings in this report indicate that 
colorectal cancer test use among U.S. adults remains low. 
Approximately half of U.S. adults aged >50 years have not 


received the recommended screening. 


TABLE. Percentage of adults aged >50 years who reported 
receiving a fecal occult blood test (FOBT) within 12 months 
preceding survey and/or lower endoscopy within 5 and 10 
years preceding survey, by test type — Behavioral Risk Factor 
Surveillance System (BRFSS), United States, 2001* 








Test % (95% Ci') 
FOBT within 12 mos 23.5 (+0.5) 
Lower endoscopy within 5 yrs 38.7 (+0.5) 
Lower endoscopy within 10 yrs 43.4 (+0.6) 
FOBT within 12 mos and/or 

lower endoscopy within 10 yrs 53.1 (+0.6) 





* Age-adjusted to the 2001 BRFSS population 
Confidence interval 


FIGURE 1. Percentage of adults aged >50 years who reported 
receiving a fecal occult blood test within 12 months preceding 
survey and/or lower endoscopy within 10 years preceding 
survey, by state — Behavioral Risk Factor Surveillance System 
(BRFSS), United States, 2001* 




















* Age-adusted to the 2001 BRFSS population 


FIGURE 2. Percentage of adults aged >50 years who reported 
receiving a fecal occult blood test (FOBT) within 12 months 
preceding survey and/or lower endoscopy within 5 years* 
preceding survey, by test type and year — Behavioral Risk 
Factor Surveilliance System (BRFSS), United States, 1997- 
20011 


FOBT within 12 rn 


Percentage 





Year 


* 1997 and 1999 surveys did not include responses within 10 years 
Age-adusted to the 2001 BRFSS population 


lhe findings in this report are subject to at least five limita 
tions. First, the percentages reported overestimate colorectal 
cancer screening rates because 1) BRFSS could not differenti- 
ate test use specifically for screening from tests performed tor 
diagnostic purposes and 2) persons who received sigmoidos- 
copy outside the recommended 5-year screening interval, but 
within 10 years, were considered compliant with screening 
guidelines. As a result, colorectal cancer screening rates are 
probably lower than the estimates in this report. Second, 
BRFSS excludes residents of institutions and persons who do 
not own telephones. Third, estimates from BRFSS were based 
on self-reports and were not validated; however, previous stud- 
ies document moderate-to-good concordance between the self- 
reporting of colorectal cancer tests and medical records (6, 7). 


Fourth, the response rate of 51.1% is low and has been low in 
previous years (62.1% in 1997 and 55.2% in 1999) (5). 
Health-care-seeking behaviors might differ among respon- 
dents and nonrespondents. Finally, data on the use of barium 
enema, another option for colorectal cancer screening, were 
not provided in BRFSS. However, barium enema is recom- 
mended less often than FOBT or sigmoidoscopy (8). 
Colorectal cancer test screening rates are much lower than 
breast and cervical cancer test screening rates (mammogra- 
phy and Papanicolaou smear, respectively) (9). This shortfall 
warrants increased public and health-care provider awareness 
and supportive health-care systems that emphasize and 
ensure accessibility to colorectal cancer screening. In July 2001, 


Medicare reimbursement was approved for colonoscopy 
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screening for persons with average risk fot colorectal cancer; 
this measure might increase future screening rates. 

fo promote colorectal cancer screening, CDC will launch 

innual “Screen for Life: A National Colorectal Cancer 
ness Campaign http www cdc. gov cancel 
screentorlite which encourages persons ged 50 years to 
discuss screcning ror colorectal Cancel with thei docto1 and 

elect appropriate test(s). For health-care providers, CD( 
ulso has produced an education program, A (¢ all to Action: 
Prevention and Early Detection of Colorectal C: r (heep: 
Www cdc rOV/Cancel colorctl calltoaction In addition, 
CDC has supported a measure of colorectal cancer screening 
for the Health Plan Employer Data and Information Set 


HEDIS 


comparison of managed care organizations [he mea 


et of standardized performance measures that 
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he national dis 
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Donated Television Airplay 
of Colorectal Cancer Education 
Public Service Announcements — 
United States, 1999-2002 


fo help communicate the importance of colorectal cancer 
(CRC) screening, in 1999, the U.S. Department of Health 
and Human Services (DHHS) launched the “Screen for Life: 
National Colorectal Cancer Action Campaign” (SFL) (http: 
www.cdc.gov/cancer/screenforlife) (/) as one of many strate- 
gies addressing the prevention and early detection of CR¢ 
As a central part of this campaign, public service announce 
ments (PSAs) were developed to take advantage of the influ- 
ence and reach of television to encourage Americans aged >50 
years to get tested for CRC. This report summarizes an 
assessment of donated television airplay that SFL PSAs 
received during March 1999—February 2002. According to 
data obtained from Arbitron Inc., a research firm that moni 
tors broadcast media in the United States, SFL PSAs were 
broadcast 41,624 times, amounting to approximately $4.3 
million in donated television airtime. As DHHS and others 
promote CRC screening, CDC will continue to release and 
track airplay of SFL PSAs and examine the collective influ- 
ence that SFL and other educational efforts and strategies have 
on CRC screening rates in the United States. 

CDC, in collaboration with the Centers for Medicare & 
Medicaid Services, developed and launched SFL in March 
1999 and released new campaign materials in July 2000 (Phase 
Il) and March 2001 (Phase III). Each campaign phase builds 
upon the previous one and includes these messages: CRC is 


the second leading cancer killer, screening saves lives, and 


7 
screening can find precancerous polyps that can be removed 
before they turn cancerous. To track campaign airplay, CD¢ 
uses the 24-hour monitoring services of Arbitron’s Sigma sys 
tem, which monitors PSA airplay on approximately 1,000 
television stations in all 210 U.S. Designated Market Areas 
DMaAs)* and approximately 75 regional and national cable 
channels. The Sigma system tracks airplay by embedding 
an electronic code in the video signal of PSAs before their 
distribution to television stations nationwide. 

When a PSA airs, monitoring devices in that DMA detect 
the code and record the broadcast time, date, day of week; 
television station call letters; and PSA name and length. 
Arbitron links these data to estimates of the commercial 
dollar value of each airplay and the number of times the PSA 
was seen, known as “audience impressions.” The data are 


transmitted monthly to CDC for analysis. 
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During March 1999—February 2002, the PSAs were broad- 
cast nationwide 41,624 times, resulting in an estimated 749 


million audience impressions worth an estimated $4.3 mil- 


lion. Phase II of the campaign had the highest number of 


audience impressions, and Phase III had the most airplay and 
highest value (Table). During each phase, total airplay for SFI 
PSAs peaked within 3—4 months of launch, then slowly de- 
creased. Each phase has been associated with a higher airplay 
peak than the previous phase (Figure 1). The percent of DMAs 
airing the PSAs also increased with each phase. During the 3- 
year period, 94% of DMAs played the PSAs at least once, 
and airplay ranged from 1 to 4,578 per DMA (Figure 2). 


Patterns of airplay over the three phases indicate that 17,061 
(41%) of the total 41,624 SFL PSA plays occurred during 


> 
¢ 


daytime (6:00 a.m.— 7:59 p.m.); 2,144 (5%) occurred durin 


prime time (8:00 p.m.—10:59 p.m.); and 22,419 (54%) 
occurred overnight (11:00 p.m.— 5:59 a.m.). The airplay that 
occurred during daytime accounted for 415 million (55%) 
of total audience impressions. Prime time airplay accounted 
for 97 million (13%) total audience impressions. Overnight 
airplay accounted for 236 million (32%) of total estimated 
audience impressions. 

During each campaign phase, an increasing number of states 
incorporated SFL materials, including PSAs, into their CRC 


prevention programs. By Phase III, 23 states had adopted SFL. 


To assess whether CRC burden influenced the adoption of 


SFL, CDC compared the latest CRC mortality rates (1999) 
(2) in states that participated in SFL in 2002 with those that 
did not participate. No statistically significant differences were 
found. A comparison of airplay in participating and nonpar- 
ticipating states is planned. 

Reported by: Div of Partnership Development, Centers for Medicare 
& Medicaid Services. CM Jorgensen, DrPH, C Purvis Cooper, PhD 
T Richards, MD, CA Gelb, Div of Cancer Prevention and Control, 
National Center for Chronic Disease Prevention and Health Promotion, 
CD¢ 


FIGURE 1. Airplay of “Screen for Life” public service 
announcements, by month and campaign phase — United 
States, March 1999*-February 2002 


* Campaign launched March 1999; first airplay recorded April 1999 


FIGURE 2. Airplay of “Screen for Life” public service 
announcements, by Designated Market Area® (DMA) — United 
States, March 1999*-February 2002 





Airplays 











* Campaign launched March 1999; first airplay recorded April 1999 


TABLE. Performance of “Screen for Life” public service announcements (PSAs), by campaign phase — United States, March 1999*— 


February 2002 





Phase | 
3/99-7/00 


Phase Il Phase Ill Total 
8/00-—2/01 3/01-2/02 3/99-—2/02 





Airplay (no. times PSAs played) 12,945 
Estimated audience impressions (no. times PSAs viewed) 165 million 
Estimated value of donated airtime $0.9 million 
% of DMAs! airing PSAs$ 57% 
Average airplay per DMAS' 107 
Range of airplay per DMAS" 1-2,096 


10,188 18,491 41,624 
313 million 271 million 749 million 
$1.6 million $1.8 million $4.3 million 

71% 87% 94% 
67 100 208 
1-888 1-1,594 1-4,578 





; Campaign launched March 1999; first airplay recorded April 1999 
. Designated Market Areas in the United States; N = 210 
° Does not include cable airplay 

Of those DMAs airing “Screen for Life” PSAs 
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Editorial Note: Media campaigns alone rarely change behav- 
iors; however, when included as part of a multicomponent 
intervention strategy, they havea strong synergetic effect. Used 
in this manner, media campaigns can reach large numbers of 
people quickly, raise awareness about health issues, and rein- 
force communication between patients and health-care pro- 
viders (3—7). The findings in this report indicate that the SFL 
campaign has benefitted from the donation of a substantial 
amount of airplay by television stations nationwide. 

As the campaign progressed, each phase achieved an 
increasingly higher peak of airplay. This trend might be asso- 
ciated with several factors, including increased national 
attention to CRC as a major public health issue, designation 
by the U.S. Congress in 2000 of March as “National Colorectal 
Cancer Awareness Month,” and increased state and local edu- 
cational efforts. All these factors might have helped influence 
public attitudes and contributed to the increases in CRC 
screening rates observed in some states (8). However, addi- 
tional research would be necessary to gauge the specific 
contribution of PSAs to these increases. 

lhe findings in this report are subject to at least two limita- 
tions. First, Arbitron’s Sigma system, the only PSA tracking 
system available, bases estimates of dollar value and audience 
impressions on advertising figures used by the commercial 
sector. These figures change weekly and are set according to a 
complex and proprietary system of perceived market value 
and demand. Second, the Sigma system provides a conserva- 
tive estimate of airplay because it does not monitor many 
channels offered through local cable or satellite services. 

Data analysis using the Sigma system and Geographic 
Information Systems technology can be useful in identifying 
media markets that have little or no airplay, allowing state 
and local health officials to increase promotion of SFL. CDC 
and its partners will continue to release new phases of SFL, 
including PSAs, as part of a multicomponent approach to 
prevention and early detection of CRC. 
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Poisoning by an Illegally Imported 
Chinese Rodenticide Containing 
Tetramethylenedisulfotetramine — 
New York City, 2002 


Illegally imported foreign products can result in domestic 
exposures to unusual toxic chemicals, and health-care pro- 
viders might not be able to provide appropriate therapy 
because the chemical ingredients might not be listed or rec- 


ognized even after translation of the product label. This 


report describes the first known case in the United States of 


exposure to a Chinese rodenticide containing the toxin 
tetramethylenedisulfotetramine (TETS), a convulsant poison. 
The report of this investigation highlights the need to pre- 
vent such poisonings through increased public education, 
awareness, and enforcement of laws banning the importation 
of illegal toxic chemicals. 

On May 15, 2002, a previously healthy female infant aged 
15 months living with her family in New York City was found 


by her parents to be playing with a white rodenticide powder 


that they had brought from China and applied in the corner 
of their kitchen. After 15 minutes, the child had generalized 
seizures and was taken to an emergency department. Her ini- 
tial blood glucose level was 108 mg/dL (normal range: 80- 
120 mg/dL). Despite aggressive therapy with lorazepam, 
phenobarbital, and pyridoxine, she had intermittent general- 
ized seizure activity for 4 hours and required intubation. 

After 3 days, the infant was extubated successfully but 
appeared to have multiple neurologic deficits, including 
absence seizures and possibly cortical blindness. Continuous 
electroencephalogram monitoring, performed during the ini- 
tial hospitalization, revealed multiple epileptogenic foci. The 
infant was discharged in June; as of November 5, the infant 
remained severely developmentally delayed and was on 
valproic acid therapy for seizure control. 

Translation of the rodenticide package labeling from Chi- 
nese to English did not clarify its contents (Figure). A search 
of the China National Poison Control Center’s (NPCC) web- 
site for rodenticides suggested that the ingredients might have 
included sodium monofluoroacetate, fluoroacetamide, 
tetramethylenedinitrosotetramine, or strychnine. However, an 


initial laboratory analysis was negative for sodium fluoroac- 


FIGURE. Package of Chinese rodenticide implicated in the 


poisoning of a female infant aged 15 months — New York City, 
2002 


hs “= 
a? Fa. a “WF 


Photo/New York City Poison Control Center 


etate, fluoroacetamide, bromethalin, strychnine, 1,3-difluoro, 
2-propanol, and carbamate insecticides. 

On September 14, a snack shop owner in China poisoned 
food in a competitor's snack shop with a rodenticide identi- 
fied as Dushugiang, resulting in 38 deaths. Although 
Dushugiang, which contains TETS, has been banned for sale 
since the mid-1980s, it is still widely available in China. Fol- 
lowing news reports of this incident, the New York City Poi- 
son Control Center conducted additional laboratory testing 
of the product associated with the poisoning in New York 
City and confirmed TETS in the product by gas chromatog- 
raphy-mass spectrometry (GC-MS) (/). TETS concentration 
was 6.4% weight/weight [w/w] in one rodenticide packet and 


13.8% w/w in another. 
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Reported by: F Barrueto Jr, MD, LS Nelson, MD RS Hoffman, MD, 
: 


k City Poison Control Center He PhD, Public Health 


Vel’ Te 
Laboratory 
Furdyna, Neu 

R] Hoffman, MD, Dii 
rork Vi d York KS 


PhD Din or 


ial Center foi 


Editorial Note: TETS is a little-known, often unrecognized, 
and highly lethal neurotoxic rodenticide that once was used 
widely. An odorless, tasteless, and water-soluble white crys- 
amino butyric acid (GABA) 
intagonist (¢ hina Center for Disease Control and Preven 
tion |CD« 


talline powder that acts as a 


, unpublished data, 2002), TETS, like picrotoxin, 
binds noncompetitively and irreversibly to the GABA recep- 
tor on the neuronal cell membrane and blocks chloride chan- 
nels. The most common routes of exposures are through 
ingestion and inhalation (China CDC, unpublished data, 
2002). TETS is not registered by the U.S. Environmental 
Protection Agency for use in the United States, and its 
importation, manufacture, and use in the United States are illegal. 

TETS meets criteria for inclusion in the list of extremely 
hazardous pesticides maintained by the World Health Orga- 
nization (WHO) and is more lethal than WHO's most toxic 
registered pesticide, sodium fluoroacetate (2). Multiple large 
intentional and unintentional exposures in China have dem 
onstrated the human toxicity of TETS (/). The dose at which 
rETS kills 50% of mammals (LD50) is 0.1-0.3 mg kg; a 
dose of 7.0-10.0 mg is considered lethal in humans. 
rETS is potentially 100 times more toxic to humans than 
potassium cyanide and might be a more powerful human 
convulsant than strychnine (3 

he most recognizable clinical signs after a TETS exposure 
are refractory seizures. Other potentially serious signs include 
coma and possible electrocardiogram evidence of ischemia 
(China CDC, unpublished data, 2002). Symptoms typically 
begin within 30 minutes after exposure and can begin as long 
as | 5 hours after « xposure severe potsonings are usually fatal 
within 3 hours (Sun C, China NPCC, personal communica- 
tion, 2002). TETS intoxication is determined rapidly from 


history and clinical suspicion. Laboratory identification, 


although not clinically useful in an acute presentation, is 
accomplished by several methods, including gas chromatog 
raphy (C,¢ with nitrogen phosphorous detection, C,( with 
flame photometric detection, and GC-MS (/,4,5). TETS is 
registered with the Chemical Abstract Service Division of the 
American ( hemic il Society as number 80-12-6, molecular 
weight 240, and chemical formula of C,H,N,O,S,. Every 
attempt should be made to identify this chemical if it is 


suspected 


No proven antidote exists for TETS poisoning. Treatment 
should follow accepted modalities for a poisoned, altered, or 
seizing patient (6). Universal precautions should be taken to 
prevent secondary exposure of health-care workers. If TETS 
is suspected, regional poison control centers can provide in- 
formation and guidance. A small study of rodents conducted 
in China suggested that intravenous pyridoxine and 
dimercaptosuccinic acid might be effective treatments (7). In 
China, charcoal hemoperfusion and hemodialysis are used to 
provide extracorporeal removal in patients poisoned with 
PETS (7,3) (Sun C, China NPCC, personal communication, 
2002). 

lhis is the first known case of TETS poisoning in the United 
States. The chemical’s morbidity and lethality and the lack of 
a known antidote present a danger to human health in areas 
where TETS might be imported illegally, especially large 
urban areas with substantial immigrant populations. The 
appearance of a banned or illegal substance presents challenges 
to regulatory and enforcement agencies because of the 
increased risk for unintentional and intentional exposures. 
Poisoning caused by TETS exposure can be prevented with 
heightened public health education, increased awareness, and 
adequate enforcement by customs, border, and regulatory 


agencies. 
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Smallpox Vaccine Adverse Events 
Among Civilians — United States, 
March 4-10, 2003 


During the civilian smallpox vaccination program, CDC, 
the Food and Drug Administration, and state health depart- 
ments are conducting surveillance for vaccine-associated 
adverse events. In the first stage of the program, active sur- 
veillance is being conducted for potentially life-threatening, 
moderate-to-severe, and other serious adverse events and for 
vaccinia transmission to contacts of vaccinees (/) (Table). 
Nonserious events are reported through passive surveillance 
and are expected to be underreported. This report summa- 
rizes smallpox vaccine adverse events reported among civil- 
ians vaccinated as of March 7 
vaccinees, received by CDC from the Vaccine Adverse Event 
Reporting System (VAERS) as of March 10. 


, 2003, and among contacts of 


Potentially life-threatening and moderate-to-severe events 
are classified on the basis of evidence in support of the 
reported diagnoses. For probable cases, possible alternative 
etiologies are investigated, and supportive information is avail- 
able. Events are classified as suspected if they have clinical 
features compatible with the diagnosis but either further 
investigation is required or additional investigation of the case 
did not provide supporting evidence for the diagnosis and 
did not identify an alternative diagnosis. CDC and state and 
local health departments also receive reports of other events 
that are associated temporally with smallpox vaccination. 
Reported adverse events are not necessarily associated 
with vaccination, and some or all of these events might be 
coincidental. 

During January 24—March 7, smallpox vaccine was admin- 
istered to 16,919 civilian health-care and public health work- 
ers in 50 jurisdictions. No potentially life-threatening adverse 
events of a type known previously to be caused by smallpox 
vaccination have been reported as of March 10. 

During March 4-10, three moderate-to-severe adverse 
events were reported (Table). All were cases of inadvertent 
inoculation and were traced to contact with military 


personnel who received smallpox vaccine. 
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TABLE. Number of cases* of adverse events after smallpox vaccination among civilians, 
by type — United States, January 24—March 10, 2003 


No. new cases Total no. cases 
(March 4-10) (January 24—March 10) ; ‘ned rar ; 
icine Suspected Probable Suspected Probable maintained a small adhesive bandage 


Potentially life-threatening events over the lesion at all times, and the 
Eczema vaccinatum _ - patient reported no sharing of tow- 
Erythema multiforme major (Stevens-Johnson 
syndrome) 2 
Seted enantio able oozing through the bandage was 

c Ve » | c c c c 


contact with her partner, a military 


vaccinee who was vaccinated on 





February 10. The vaccinee had 








els or clothing; however, consider- 


Post-vaccinial encephalitis or encephalomyelitis - reported, W hich might hav e con- 


Progressive vaccinia taminated shared sheets and bed- 


Moderate-to-severe events$§ 
Generalized vaccinia . ' 
ciieh iain amanda from the pustular lesion tested 
Ocular vaccinia . - positive for vaccinia DNA by 
Pyogenic infection of vaccination site : ne = RT-PCR. 

Other events of concern No. new cases Total no. cases 
Other serious adverse events‘ 4 8 ‘ : . 
Other nonserious adverse events** 30 76 years with no history of smallpox 


ding. On March 6, a swab specimen 


On March 5, a woman aged 25 


Vaccinia immune globulin release 0 1 vaccination was seen in an emer- 


Vaccinia transmission to contacts or 0 gency department with three vesicu- 





* Under investigation or completed as of March 10, 2003; numbers and classifications of adverse events 
, will be updated regularly in MMWA as more information becomes available , pie 5 
No cases reported aspect of her right arm. The patient 
Three patients with inadvertent inoculation, non-ocular, and two patients who were contacts of military 
vaccinees | } an ° } ili 
Events that result in hospitalization, permanent disability, life-threatening illness, or death; these events close physical contact with a mill- 
are associated temporally with smalipox vaccination but are not necessarily associated causally with tarv vaccinee during February 14— 
vaccination ; y > . ‘ 
O03. Sw: re : re 
* include expected self-limited responses to smallpox vaccination (e.g., fatigue, headache, pruritis, local 17, 200. ies wab specsmens west 
reaction at vaccination site, regional lymphadenopathy, lymphangitis, fever, myalgia and chills, and obtained from the vesicular lesions 
nausea); additional events are associated temporally with smallpox vaccination but are not necessarily 
, associated Causaily with vaccination ; : 
No cases of transmission from civilian vaccinees have been reported. Five cases of transmission from flourescent antibody testing for vac- 
military personnel to civilian contacts have been reported 


lar lesions on the proximal lateral 


was otherwise well. She reported 


for viral culture and direct 


cinia, herpes zoster, and herpes 


: = simplex virus; results are pending. 
On February 15, a man aged 23 years with no history of 
Or Four other serious adverse events were reported during 
smallpox vaccination wrestled with a military recruit who had ; 
March 4—10 (Table). None of these events was of a type known 
recently received smallpox vaccine and who had no covering ae 
, a to be associated causally with vaccination. 
in place over his inoculation site. On February 17, the , —* 
On February 16, a woman aged 43 years was hospitalized 4 
patient noted a small pimple on his chest. A few days later, he , aly a : 
, days after vaccination with chest pain and dyspnea. Cardiac 
noted a pustular lesion on his right shoulder. On March 3, : “ae 
% catheterization revealed a pre-existing coronary artery anomaly. 
the patient was assessed by local health authorities, who ob- of iis 
; Angina considered to be related to this condition was diag 
served a 1.5 cm lesion on the patient's chest, with a well- : 


eae nosed, and she was discharged the following day. 
detined scab and indurated center. A second 1.0 cm lesion On Fel ey 2 sas ’ hi ces h pitalized 8 
‘ n rebdruary 20, a Woman agec 5 years was Nos aliZea ¢ 
was noted on the patients tace juST below the nose and above ‘ . ie . . 
his | 7 : , id | ; " days after vaccination with vomiting and diarrhea. Her symp- 
nis lip. 1€ patient reported miid malaise Dut was otherwise x ; ‘ * : ry 
Pp. ' : toms improved after treatment with intravenous fluids and 
well. Right axillary lymphadenopathy was noted on physical un viii ve RE RE ae ee 
‘ é c, ana she was discharged the frolowing Cay. 
examination. On March 4, a swab specimen obtained from a On February 28 7 157 Py Pie ¢ 
n February 28, a woman agec years with a history o 
pustular lesion tested positive for vaccinia DNA by real-time : <n we . ) oh 
; : : ; chronic obstructive pulmonary disease (COPD) was hospi- 
polymerase chain reaction (RT-PCR); confirmatory testing lized 6d i ; ‘ ; ee ‘COPD 
faley talized 6 days after vaccination with an exacerbation of C( A 
at is pending ; ‘ ‘ 
diarrhea, and dehydration. She was treated with intravenous 
On March 4, a woman aged 18 years with no history of An ; , 
fluids and was discharged the following day. 
smallpox vaccination reported to a local health department ‘ : 
; On February 28, a woman aged 45 years with a history of 
with a 0.5 cm pustular lesion on her right forearm, surrounded ' ; 
: smallpox vaccination had sharp left shoulder pain and chest 


) 


by a nearly 6.0 cm area of erythema. The lesion had , . 
pain 2 days after vaccination. Her symptoms resolved aftet 


developed during the previous 4 days after close physical 


treatment with a nonsteroidal anti-inflammatory medication. 
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Approximately 2 weeks before vaccination, she had onset of 
influenza-like illness (ILI) with fever, chill, myalgias, malaise, 
and cough, which were resolving at the time of vaccination 
after 1 week away from work. On March 3, she complained 
again of exertional chest pain and was hospitalized the fol- 
lowing day with dyspnea and exertional chest pain that radi- 
ated to her neck. An echocardiogram on March 5 
demonstrated a small pericardial effusion, left ventricular wall 
motion abnormality, and a mild decrease in left ventricular 
function. Cardiac catheterization found no evidence of coro- 
nary artery narrowing. Viral myocarditis judged to be associ- 
ated with the antecedent ILI was diagnosed. On March 6, the 
patient was discharged after 2 days of hospitalization. 
Among the 76 vaccinees with reported other nonserious 
adverse events during January 24—March 10 (Table), the most 
common signs and symptoms were rash (n = 20), fever 
1 = 18), pruritus (n = 17), and pain (n = 12). All of these 
commonly reported events are consistent with mild expected 
reactions following receipt of smallpox vaccine. Some 
vaccinees reported multiple signs and symptoms. 
Surveillance for adverse events during the civilian smallpox 
vaccination program is ongoing; regular surveillance reports 
will be published in MMWR. 
Reference 
1. CDC. Smallpox Vaccine Adverse Events Monitoring and Response Sys 


tem for the first stage of the smallpox vaccination program. MMWR 
2002;52:88-9 


Notice to Readers 





National Vaccine Advisory Committee 
Report on Strengthening 
the Vaccine Supply 


The National Vaccine Advisory Committee has released a 
report entitled “Strengthening the Supply of Routinely Rec- 
ommended Vaccines in the United States: A Report of the 
National Vaccine Advisory Committee.” The report describes 
the immediate and contributing factors leading to the 2001- 
2002 vaccine supply shortages and outlines 12 recommenda- 
tions to prevent future shortages. The report is available at 


http://www.cdc.gov/od/nvpo/nvac-vsr.htm. 


Notice to Readers 





Satellite Broadcast on HIV Prevention 
CDC and the Public Health Training Network will present 
a satellite broadcast and web cast, “Update on Rapid Testing 
for HIV,” on Thursday, April 24, 2003, beginning at 1 p.m., 
EST. The 2-hour forum describes rapid tests for human 


immunodeficiency virus (HIV) including availability, 


administration, benefits and limitations, implementation con- 
siderations for counseling and testing, confirmatory testing 
for positive test results, quality assurance and training, and 
resources for updates on rapid testing. A panel of experts will 
address viewers’ questions and comments, which can be sent 
by fax before, during, and after the program. 

Additional information is available at http:/ 
www.cdcnpin.org/broadcast and through CDC’s Fax Infor- 
mation System, telephone 888-232-3299, by entering docu- 
ment number 130039 and a return fax number. ( )rganizations 
are responsible for setting up their own viewing sites and are 
encouraged to register their sites aS soon as possible sO per- 
sons who want to view the broadcast can access information 
online. Directions for establishing and registering a viewing 
are available on the website. The broadcast also can be viewed 
live or later on computers with Internet and Real Player capa- 
bility through a link at http://www.phppo.cdc.gov/phtn. Vid- 
eotapes of the broadcast can be ordered while supplies last by 
telephone, 800-458-5231. 


Notice to Readers 





FDA Licensure of Diphtheria and Tetanus 

Toxoids and Acellular Pertussis Adsorbed, 

Hepatitis B (Recombinant), and Poliovirus 

Vaccine Combined, (PEDIARIX™) for Use 
in Infants 


On December 13, 2002, the U.S. Food and Drug Admin- 
istration (FDA) licensed a combined diphtheria and tetanus 
toxoids and acellular pertussis adsorbed (DTaP), hepatitis B 
(HepB) (recombinant) and inactivated poliovirus vaccine 
(IPV), DTaP-HepB-IPV (PEDIARIX™, SmithKline 
Beecham Biologicals, Rixensart, Belgium) for use in infants 
ages 2, 4, and 6 months. All components in the combined 
vaccine are recommended for routine use by the Advisory 
Committee on Immunization Practices (ACIP), the Commit- 
tee on Infectious Diseases of the American Academy ot 
Pediatrics, and the American Academy of Family Physicians 
(1,2). Combination vaccines decrease the number of vaccine 
injections (3). 

Each dose of DTaP-HepB-IPV contains the type and 
amount of diphtheria and tetanus toxoids and pertussis anti- 
gens and hepatitis B virus antigens as the DTaP and pediatric 
formulation of hepatitis B vaccine from the same manufac- 
turer (INFANRIX“ and ENGERIX-B™, respectively). The 
poliovirus component of DTaP-HepB-IPV contains the same 
strains and quantity of inactivated poliovirus Types 1, 2, and 
3 as IPV from a different manufacturer (IPOL®, Aventis 
Pasteur, South Africa) (4). 
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lhe immunologic responses following 3 doses of DTaP- 
HepB-IPV were generally similar to those following 3 doses 
of separately administered INFANRIX™, ENGERIX-B™, and 
oral poliovirus vaccine (5). Immunogenicity data from simul- 
taneous administration of DTaP-HepB-IPV, with both 
Haemophilus influenzae type b (Hib) conjugate vaccine and 
pneumococcal conjugate vaccine (PCV), are unavailable (4). 
Except for fever, the rates of most solicited local and sys- 
temic adverse events following DTaP-HepB-IPV were com- 
parable to rates observed following separately administered 
U.S.-licensed vaccines. In comparative studies, administra- 
tion of DTaP-HepB-IPV and Hib vaccine was associated with 
higher rates of fever relative to separately administered vac- 
In an ongoing study, infants who received the 

first dose of DTaP-HepB-IPV with Hib vaccine and PCV 
had higher rates of fever compared with infants who received 


separately administered vaccines (4 


ACIP Approval of DTaP-HepB-IPV for the 
Vaccine for Children Program 

ACIP has approved the use of PEDIARIX™ for the Vac 
cine for Children program and recommends that, in 
addition to FDA-approved uses, 3 doses of PEDIARIX™ 


born to a woman 


can be administered to an infant who is 
who is hepatitis B surface antigen (HBsAg)-positive or whose 
HBsAg status is unknown. ACIP also approved a minimum 
PI 
interval of 4 weeks between the first and second doses when 
used in an acceleratec vaccination scneduile; the tnirad aose 
i 1 hedul hird d 


should not be given before age 24 weeks. 


Indications and Usage 
Primary series 
] 


D TaP-HepB-IPV is approved for the primary series at ages 


) 


2, 4, and 6 months. The vaccine should not be adminis 
tered to any infant aged <6 weeks or any person aged ] 
vears. [he recommended interval between doses is 6—8 
weeks (preferably 8 weeks) (4 
DTaP-HepB-IPV can be used to complete the primary 
series in infants and children who have received 
INFANRIX [LY TaP) and are scheduled to receive the 
other components of the combination. Data are limited 
on the safety and immunogenicity of interchanging cu 
rently used DTaP vaccines from different manufacturers 
’). ACIP recommends that, whenever feasible, the same 
brand of DTaP should be used for the primary series but 
that vaccination should not be deferred because the type 
of DTaP previously administered is unavailable or 


unknown 


3. All infants should receive a single antigen HepB vaccine 


soon after birth and before hospital discharge; the first dose 
can be given by age 2 months if the infant's mother is 
HbsAg-negative (/). For optimal prevention of perinatal 
infection, infants born to women who are HBsAg-posi- 
tive must receive their first dose of single antigen HepB 
vaccine and hepatitis B immune globulin (HBIG) within 
12 hours of birth and >3 doses of HepB vaccine by 6 
months of age. Women of unknown HBsAg status who 
give birth should be tested for HBsAg immediately and 
their infants administered single antigen HepB vaccine 
within 12 hours of birth; these infants also should receive 
HBIG if the woman is found to be HBsAg-positive. Ex- 
cept for doses administered at age <6 weeks of age, DTaP- 
HepB-IPV can be used in a HepB vaccine series for any 
infant. However, infants born to HBsAg-positive women 
should begin DTaP-HepB-IPV beginning by age 6-8 weeks 
after receiving single antigen vaccine at birth. Use of DTaP- 
HepB-IPV after single antigen HepB vaccine is adminis- 
tered at birth will result ina +-dose HepB vaccine series 
(/); this is considered acceptable by ACIP (3). 

DTaP-HepB-IPV and HepB 
different manufacturer are interchangeable for HepB vac- 
cination (3). DTaP-HepB-IPV and IPV from a 


different manufacturer are interchangeable for 


vaccine from a 


poliovirus vaccination (4) 
DTaP-HepB-IPV combination can be administered with 
Hib and PCV vaccines at separate injection sites (7). 
Boosters 
1. The DTaP-HepB-IPV combination is not approved for the 
fourth dose of IPV or the fourth and fifth dose of DTaP (4). 
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Errata: Vol. 52, No. RR-1 mucous membrane exposures, and HCV infection has been 


In the MMWR Recommendations and Reports, “Prevention primarily associated with percutaneous exposure. 
and Control of Infections with Hepatitis Viruses in Correc- On page 12, in Box 6, the fourth item under Type of 


tional Settings,” published on January 24, 2003, an error Exposure should read, “Household (e.g., cell or dormitory) 
«< . Db , < c } — , — /% « » 


contact — to person with chronic HBV infection.” 


: _ ) ) >? e re > ve 
under Occupational Exposures. The sentence should read, On page 2, errors occurred in Table 1, and on page 20, 


occurred on page 4 in the second sentence of the paragraph 


Occupational transmission of HBV infection among hospi- errors occurred in Table Che correct tables follow. 


tal-based workers has been linked to percutaneous and 


TABLE 1. Estimated chronic infections with hepatitis viruses among inmates and releasees — United States, 1997 


Number of releasees 
with condition 
Number and percent Number and percent Number among and as percentage 
of jail and prison among noninmate total U.S. population of U.S. population 
Chronic infection inmates with condition* population with condition with condition with conditiont 








Hepatitis B virus 34,000 (2%)8 1 million—1.25 million (0.5%)' 1.036 million—1.29 million 155,000 (12%-—15%) 
Hepatitis C virus 255,000 (15%)** 2.7 million (1.3%)Tt 2.97 million 1.16 million (39%) 





Source: Adapted from National Commission on Correctional Health Care. The health status of soon-to-be-released inmates: a report to Congress 

Chicago, IL: National Commission on Correctional Health Care, 2002. Available at http://www.ncchc.org/pubs_stbr.htm| 

* Based on 1.7 million inmates in prisons and jails, 1997 (15) 

T Based on estimated 7.75 million unduplicated released inmates (2); A. Beck, Ph.D. Bureau of Justice Statistics, personal communication, 2002 

3 (31,83,84,85,86,88,89,90,92,94) 

‘1! Data from CDC, National Center for Health Statistics, National Health and Nutrition Examination Survey (NHANES III), adjusted to include persons of 
Asian origin (76) 

* (88,121,122); L. Wang, Ph.D., New York State Department of Health, personal communication, 2001; D. Lau, M.D., University of Texas Medical Branch— 
Galveston, personal communication, 2001 

tT Based on data from NHANES III (107) 


TABLE 5. Postexposure prophylaxis for exposure to hepatitis B virus in correctional settings 

Vaccination 

and antibody Treatment when source is found to be 

response status HBsAg unknown 

of exposed person’ HBsAg positive HBsAg negative or not available for testing$ 


Unvaccinated HBIG" x 1, and initiate HB vaccine series** Initiate HB vaccine series Initiate HB vaccine series 








Previously vaccinated 
Known responder't No treatment No treatment No treatment 


Known nonresponder’s HBIG x 2, or HBIG x 1 and initiate No treatment Treat as if source were HBsAg positive’ 
re-vaccination™ 


Antibody response Test exposed person for anti-HBs*** No treatment Treat as if source were HBsAg positive’ 
unknown 1. If adequate, no treatment is necessary." 
2. If inadequate, administer HBIG x 1 and 
vaccine booster.'Tt 


Source: Adapted from CDC. Updated U.S. Public Health Service guidelines for the management of occupational exposures to HBV, HCV, and HIV 
and recommendations for postexposure prophylaxis. MMWR 2001;50 (No. RR-11):1-52 


* Persons who have previously been infected with HBV are immune to reinfection and do not require postexposure prophylaxis 
' Hepatitis B surface antigen 
3 Inmates should be considered persons at probable high risk 
Hepatitis B immune globulin; dose is 0.06 mL/kg body weight intramuscularly 
Hepatitis B vaccine 
A responder is a person with adequate levels of serum antibody to HBsAg (i.e., anti-HBs >10 miU/mL) 
33 A nonresponder is a person with inadequate response to vaccination (i.e., anti-HBs <10 miU/mL) 
The option of administering one dose of HBIG and reinitiating the vaccine series is preferred for nonresponders who have not completed a second 3- 
dose vaccine series. For persons who previously completed a second vaccine series but failed to respond, 2 doses of HBIG are preferred 
** Antibody to HBsAg 
For persons with ongoing exposure, such as health-care workers, recheck anti-HBs level in 1 month 
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FIGURE I. Selected notifiable disease reports, United States, comparison of provisional 4-week totals ending March 8, 2003, with 
historical data 


CASES CURRENT 


DISEASE 4 WEEKS 


DECREASE INCREASE 


Hepatitis A, Acute 290 
Hepatitis B, Acute 254 


Hepatitis 


C, Acute 46 


Legione 1osiS ™ 


Measles, T 


Meningococcal Infection 





0.125 0.25 0.5 


Ratio (Log Scale)’ 


Beyond Historical Limits 


} a ratio for week 10 of zero (0 


somparable, and subsequent 4-week periods ft t where the hatched 


TABLE |. Summary of provisional cases of selected notifiable diseases, United States, cumulative, week ending March 8, 2003 (10th Week)* 





Cum. 
2003 


Cum. 
2002 





Anthrax 
Botulism 
foodborne 
infant 
other (wound & unspecified) 
Brucellosis’ 
Chancroid 
Cholera 
Cyclosporiasis 
Diphtheria 
Ehrlichiosis 
human granulocytic (HGE)' 
human monocytic (HME) 
other and unspecified 
Encephalitis/Meningitis 
California serogroup viral 
eastern equine’ 
Powassan 
St. Louis' 
western equine’ 





1 








Hansen disease (leprosy)' 
Hantavirus pulmonary syndrome 
Hemolytic uremic syndrome, postdiarrheal' 
HIV infection, pediatric 

Measles, total 

Mumps 

Plague 

Poliomyelitis, paralytic 

Psittacosis' 

Q fever' 

Rabies, human 

Rubella 

Rubella, congenital 

Streptococcal toxic-shock syndrome 
Tetanus 

Toxic-shock syndrome 

Trichinosis 

Tularemia' 

Yellow fever 


Cum. 
2003 


Cum. 








8 
3 


16 








No reported cases 


* Incidence data for reporting years 2002 and 2003 are provisional and cumulative (year-to-date) 


. Not notifiable in all states 


* Updated monthly from reports to the Division of HIV/AIDS Prevention — Surveillance and Epidemiology, National Center for HIV, STD, and TB Prevention 


« (NCHSTP). Last update February 23, 2003 


Of three cases reported, two were indigenous and one was imported from another country 
** Of five cases reported, four were indigenous and one was imported from another country 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending March 8, 2003, and March 9, 2002 
(10th Week)* 





Encephalitis/Meningitis 
AIDS Chiamydia’ Coccidiodomycosis Cryptosporidiosis West Nile 

Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2003° 2002 2003 2002 2003 2002 


UNITED STATES 6,085 6,335 24.0 46.2 608 


NEW ENGLAND 209 
Maine 
N.H 























/t 
v 


R.1 


nn 


MID. ATLANTIC 
Upstate N.Y 
N.Y. City 
NJ 

VJ 

Pa 


CENTRAL 


Amer. Samoa 
C.N.M.1 








N: Not notifiable U: Unavailable 
* Incidence data for reporting years 2002 and 2003 are provisions 
Chiamydia refers to genital infections caused by C. trachomatis 
" a 1 oa fins TNH ne Sravantion nc > 
Updated monthly from reports to the Division of HIV/AIDS Preve n Surveillance and Epider atic HIV, STD, and TB Prevention. Last update 


February 23, 2003 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending March 8, 2003, and March 9, 2002 
(10th Week)* 





Escherichia coli, Enterohemorrhagic (EHEC) 
Shiga toxin positive, Shiga toxin positive, 
0157:H7 serogroup non-0157 not serogrouped Giardiasis Gonorrhea 


Cum. Cum. Cum. Cum. Cum. Cum. . " Cum. Cum. 
Reporting area 2003 2002 2003 2002 2003 2002 2003 2002 


























UNITED STATES 55 22 11 11 / d : 64,532 
NEW ENGLAND ) d 1 , 4 : , 


Maine 13 
N.H 
Jt 
Mass 
R.| 


Conr 


MID. ATLANTIC 
iN 


Upstate N.Y 


4 
3 
1 
2 


PACIFIC 
Wast 
Oreg 


¢ f 


sa 
Alaska 
Hawai 

Guam 

PR 

VI 

Amer. Samoa 
C.N.M.1 





N: Not notifiable U: Unavailable No reported cases 
* Incidence data for reporting years 2002 and 2003 are provisional and cumulative (year-to-date 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending March 8, 2003, and March 9, 2002 


(10th Week)" 





Reporting area 


Haemophilus influenzae, invasive 





All ages 
All serotypes 


Age <5 years 


Hepatitis 
(viral, acute), by type 





Serotype B Non-serotype B 


Unknown serotype 


a 





2003 2002 





Cum. Cum. 





Cum. Cum. Cum. Cum. 
2003 2002 2003 2002 








Cum. Cum. 
2003 2002 





Cum. Cum. 





UNITED STATES 


NEW ENGLAND 
Maine 

N.H 

Vt 

Mass 

R.1 

Conn 


MID. ATLANTIC 
Upstate N.Y 
N.Y. City 
N.J 

Pa 

E.N. CENTRAL 


Ohi 


N.M.1 


258 364 


3 33 66 


se] 


) 


1 


2003 2002 


790 89E 


24 83 





N: Not notifiable 


U: Unavailable 


Incidence data for reporting years 2002 an 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending March 8, 2003, and March 9, 2002 
(10th Week)* 





Hepatitis (viral, acute), by type 
B Cc Legioneliosis Listeriosis Lyme disease 

Cum Cum. ’ Cum. Cum. Cum. Cum. Cum. Cum. 

Reporting area 2002 2003 2003 2002 2003 2002 2003 2002 


NITED STATES 1,134 19 35 135 139 52 68 612 814 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending March 8, 2003, and March 9, 2002 


(10th Week)” 





Malaria 


Meningococcal 
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Rocky Mountain 
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Reporting area 2003 2002 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending March 8, 2003, and March 9, 2002 


(10th Week)* 





Salmonellosis 


Shigellosis 


Streptococcal disease, 
invasive, group A 


Streptococcus pneumoniae, invasive 





Drug resistant, 
alla Age <5 years 





Cum Cum. 
Reporting area 2003 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending March 8, 2003, and March 9, 2002 
(10th Week)* 





Syphilis Varicella 
Primary & secondary Congenital Tuberculosis Typhoid fever (Chickenpox) 
Cum. . Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2003 2003 2002 2003 2002 2003 2002 2003 
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TABLE Ill. Deaths in 122 U.S. cities,” week ending March 8, 2003 (10th Week) 





All causes, by age (years) 


All causes, by age (years) 





Reporting Area 





All 
Ages 


>65 45-64 25-44 1-24 <1 
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